Mountain Employee Assistance Program

1091 Haskell Street

Reno, Nevada  89509

(775) 322-6066  Fax (775) 322-6566

AUTHORIZATION FOR MOUNTAIN EMPLOYEE ASSISTANCE PROGRAM TO OBTAIN INFORMATION FROM ANOTHER PROVIDER OR AGENCY

I, (name of client) ___________________________________, (hereineafter “Client”) hereby authorize (Provider or Agency): ______________________________________ to disclose mental health treatment information and records obtained in the course of psychotherapy treatment of Client, including, but not limited to, psychotherapist’s diagnosis of Client, to:  MOUNTAIN EMPLOYEE ASSISTANCE PROGRAM.

I understand that I have a right to receive a copy of this authorization.  I understand that any cancellation or modification of this authorization must be in writing.  I understand that I have the right to revoke this authorization at any time unless Provider or Agency has taken action in reliance upon it.  And, I also understand that such revocation must be in writing and received by Provider or Agency releasing information.

This disclosure of information and records authorized by Client is required for the following purpose:

________________________________________________________________________

________________________________________________________________________

Mountain Employee Assistance Program shall not condition treatment upon Client signing this authorization and Client has the right to refuse to sign this form.

This authorization shall remain valid until ONE YEAR from date of Client’s signature 

written below or as designated here: 

                                                            ______________________________

Client’s Signature: ____________________________________ Date:_______________

